INTRODUCTION
I nfections caused by the pathogenic fungi invading the stratum corneum of skin, hair, or nails are called superficial fungal infections. [1] They are the most common encountered infections in the dermatology outpatient department. Among all the superficial fungal infections, dermatophytic infections have the highest prevalence in the developing countries with significant associated morbidity. Dermatophytic infections are caused by the Trichophyton, Epidermophyton, and Microsporum species. Based on the different body sites involved, the nomenclature varies as tinea capitis, tinea faciei [ Figure 1 ], tinea corporis [ Figure 2 ], tinea cruris, tinea pedis, tinea manuum, and tinea unguium. of host factors contributing to this rising trend are age, race, decreased rate of sebum production, immune status, any disruption in skin barrier, and associated atopic dermatitis. [2] Low socioeconomic status, poor hygiene, overcrowding, improper sanitation, lack of health education and awareness, and poor health-care facilities are the most important predisposing parameters. [3] The infections are highly contagious in nature with a high rate of skin-to-skin and fomite transmission and recurrences. The increasing prevalence of the superficial fungal infections in the pediatric age group is surely a cause of concern because of its public health importance.
MATERIALS AND METHODS
A 1-year observational study was undertaken in the Outpatient Department of Pediatrics in collaboration with the Department of Dermatology in a tertiary care teaching hospital from December 2014 to November 2015. The objective of the study was to evaluate the prevalence of superficial dermatophytic infections among pediatric patients, its various clinical patterns, and associated sociodemographic factors.
All children between 2 and 15 years age group and having superficial dermatophytic infections were enrolled in the study after taking informed consent from the parents. Thorough clinical examination of the skin, hair, palms and soles, and nails were undertaken. A pro forma was filled up for each patient including the sociodemographic parameters, history of associated skin disease, other systemic ailment, any treatment undertaken at the time of presentation to the study, clinical pattern of the fungal infection, and basic laboratory investigations. The enrolled patients were subjected to skin scraping, hair plucking, and nail clipping according to site of affection for potassium hydroxide (KOH) mount and fungal culture. Dermatophytic infections positive in 
RESULTS
Out of the total 618 children having skin manifestations observed in the study period, 198 children were enrolled in our study having superficial dermatophytic infections diagnosed on the basis of clinical manifestation and relevant investigations, with a prevalence rate of 32%. The majority (51.51%) of cases were in the age group of 11-15 years [ Table 1 ]. Males and females were almost equally affected with slight male preponderance in all age groups with overall male to female ratio being 1.13:1.
The most common clinical pattern [ 
DISCUSSION
Fungal infections involving the skin can be either superficial or subcutaneous mycosis. Subcutaneous mycoses are caused by fungi occurring in nature that are directly inoculated into the dermis or subcutaneous tissue through any penetrating injury [4] whereas superficial mycoses are infections in which the fungus is restricted to the stratum corneum with little or no tissue reaction. [5] Superficial fungal infections can be caused by dermatophytes as described above and nondermatophytes such as cutaneous candidiasis, pityriasis versicolor, tinea nigra, and black and white piedra. [6] Children are equally susceptible to all types of superficial fungal infections as adults.
The dermatophytic infection classically presents as annular plaques with raised erythematous borders and central clearing. There may be inflammatory papules and pustules with mild scaling at the margin. Dermatophytic infection of the glabrous skin of the trunk, face, and extremities is called tinea corporis. [7] Tinea capitis is the infection of the scalp and hair *Few children presented with multiple clinical types and the percentage here is calculated from the total number of patients included in the study follicles and is the most common variant affecting children. [2] Clinically, four types are seen, i.e., gray patch, black dot, kerion, and favus. Kerion [ Figure 3 ] is the inflammatory variant presenting as boggy swelling on scalp studded with pustules and broken hairs. It often presents with posterior cervical, retroauricular or occipital lymphadenopathy. The gray patch type is the noninflammatory variant presenting as well-defined patches over scalp with multiple broken stumps of gray lusterless hair and minimal scaling. [2] Black dot variant clinically manifests as multiple patchy alopecia having black dots and diffuse scaling. In tinea cruris, maceration and severity of itching is predominant finding. The infection can invoke a hypersensitivity response at a distant focus known as dermatophytid reactions. Tinea incognito occurs as a result of topical or systemic corticosteroid use in a patient with tinea infection where the typical morphology is altered posing diagnostic challenge. Tinea unguium [ Figure 4 ] occurs as a result of dermatophytic infection of the nail plate. It is seen more commonly in adults. The different clinical types are classified into distal and lateral onychomycosis, proximal subungual onychomycosis, superficial onychomycosis, endonyx onychomycosis, and total dystrophic onychomycosis. [8] [9] [10] The prevalence of superficial fungal infections in children was found to be 40.57% [11] and 35% [3] in different studies in recent years. Back in 2008, a study in Nigeria [12] found the prevalence rate of dermatophytic infections in children to be 11.3%. These reports show a rising trend of superficial fungal infections in children as also found in our study (32%). The majority (51.51%) of cases in our study were found between 11 and 15 years age group as found by Oke et al. [3] However, in other studies, the majority of cases were found below 10 years of age. [11, 12] The high prevalence of infection in 11-15 years age in our study can be attributed to the crowded hostel or mess type of accommodation in this age group and the highly contagious nature of the disease.
The common clinical patterns seen in our study were that of tinea cruris (50%) and tinea corporis (47.47%) with almost equal prevalence. In previous studies, [3, 11, 12] tinea capitis was found as the most common pattern with 64.87%, 26.9%, and 46.9% prevalence, respectively. The pattern distribution in our study can be associated with the affection of closed and humid areas of the body in children unable to keep proper personal hygiene, mainly in children inhabiting hostels and mess. As found by Ogbu et al. (18.41%), [11] multiple skin fungal infections were found in 16.16% of children in our study.
Most (175 [88.38%]) of our patients belonged to rural and semi-urban locality which may be due to lack of awareness of personal hygiene and also poor health-care facilities prevalent in these areas. Similar findings were seen by George and Altraide. [12] who found that 69.4% of the children belonging to urban slums with poor hygiene and social conditions. A significant proportion of patients (182 [91.92%]) in our study gave a history of improper sanitation system with absence of toilets and water supply to their respective homes. The main source of water for bathing and sanitation was from sources such as, ponds, river, or well [ Table 3 ]. This also attributes to the high prevalence of infection in the rural and semi-urban areas. Again, treatment by quacks and nondermatologists or history of past application of topical steroids and mixed creams seen in 121 (61.11%) patients in our study is a major contributing factor for superficial fungal infections in these localities.
The various treatment options with oral and topical antifungals available are same for children as in adults but with dose adjustments according to body weight and close monitoring on systemic side effects. Apart from treating the child, it is imperative to treat the household close contact to decrease the disease transmission rate. Along with this, proper awareness of the parents regarding health education, sanitation, avoidance of self-medication or treatment by unqualified personnel is highly needed to control the disease burden in the society.
CONCLUSION
The dermatophytic infections per se are not life-threatening, but the severe extensive forms and unresponsiveness to therapy may indicate underlying immunodeficiency. Furthermore, the worldwide distribution, high transmission rate, associated morbidity, and recent rising trend on recurrences make it highly important to study the prevalent patterns of infection and the modifiable factors predisposing the infection. 
